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‘Dementia are defined by the population served,

Initial Comments
Asslisted Living Programs for People with

The census nuribers were provided by the
Program at the time of the on-site,

Number of tenants without cognitive impairment:
20

Number of tenants with cognitive impairment: 13
Total census: 33

The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification of a
Dedicated Dementia Specific Assisted Living
Program:

481-87.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures sstablished by the program,

This REQUIREMENT is not met as evidenced
by;

Based on observation, interview and record
review the Program failed to follow its policies
and procedures reiated to the medication pass
observed, This pertained to 6 of 7 tenants
observed who received medications administered
during the medication pass (Tenants #2, #5, #8,
#8, #9 and #10). Findings follow:

1. When cbserved on 3/24/25 starting at
approximately 4:17 p.m. Staff A administered
medicaticns to seven tenanls, Tenants #2, #5, #6,
#7,#8, #9 and #10. The medications were kept in

A Q00

A 180

credi

Please accept this as Oaknoll
Retirement Residence - Assisted Living

ble allegation of compliance,
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A150| Continued From page 1 A 150
a cart which was located in the medication room. 3/26/25
Staff A first administered medications to Tenant Nurse was re-educated on hand hygiene and gloves
#5. He received an oral medication and eye A 150 | policy including when to appropriately don prior to
drops. She donned gloves while in the medication administration of a treatment. Nurse
room then touched the door handle of the verbalized understanding and signed off on policy
medication room when exiting, which was a review., Reviewed eye drop protocol, including propef
contaminated surface. Tenant #5 was in the administration of eye drops with clean glaves and
hallway outside of medication room. The drops pulling down lower lid. Med pass audits put in place
were instilled in both eyes (Staff A was not once a month x 3 months,
observed feuching his eye lids). A change of :
gloves was not observed prior {0 the
administration of the eye drops, after touching a
contaminated surface.
She next administered oral medications to Tenant 3/26/25
#6. When preparing Tenant #6's medications
from the bubblepack to the medication cup, one Nurse was re-educated on hand hygieng and glove
pill dropped onto the top of the medication cart. A 150 policy in addition to sanitation protocol. re-educatio
There was not a barrier observed on the top of provided regarding working surface should he
the medication cart. Staff A picked up the pill with sanitized or harrier should be placed down before
a bare hand and put it into the medication cup. preparing medications, Nurse was re-edlicated that|i
Staff A took the medications to Tenant #6 and she a medication becomes contaminated, it should be
consumed them. disposed of and replacement should be lised. Polic
reviewed and signed. Med pass audits put in place
Staff A next administered medications to Tenant once a monih x 3 months.
#7 (no concerns were observed) and then
administered medications to Tenant #&. When
preparing Tenant #8's medications from the 3/26/25
bubblepack to the medication cup, one pill .
dropped onto the top of the medication cart. A150 | Nurse was re-educated on hand hygiene and glove
There was not a barrier observed on the top of pollcy in addition to sanitation prO’[OCOI. re-educatio
the medication cart. Staff A picked up the pill with provided regarding working surface sholild be
a g]oved hand and put it into the medication cup. sanitized or barrier should be p'aCGd down hefore
Staff A took the medications to Tenant #8's preparing medications, Nurse was re-educated thal
apartment. Staff confirmed Tenant #8 took the a medication becomes contaminated, it should be
medications. disposed of and replacement should be lused. Polic
. reviewed and signed. Med pass audits put in place
Staff A then assisted with the administration of a once a month x 3 months,
nasal spray for Tenant #2. She left the medication
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room and fook gloves with her. She donned the 3/26/25
gloves in the hallway on the way to Tenant #2's = _
A 150 Nurse was re-educated on hand hygiene and gloves

apartment. She touched Tenant #2's apartment
door handle with a gloved hand when entering the
apartment, which was a contaminated surface.
No gleve change was observed after touching the
contaminated surface. She handed Tenant #2 the
nasal spray and Tenant #2 self-administered the
nasal spray. Tenant #2 handed the nasal spray
back fo Staff A,

3126125

policy including when to appropriately don prior to
administration of a treatment. Nurse :
verbalized understanding and signed offon palicy
review. Raviewed nasal spray protocol, H\/]Bd pass
audits put in place once a month x 3 months.

Staif A next administered medications to Tenant A 150
#9. When preparing Tenant #9's medications
from the bubblepack to the medicaticn cup, one
pill dropped onto the top of the medication cart.
There was not a barrier observed on the top of

Nurse was re-educated on hand hygiene|and glove
policy in addition to sanitation protocol. ré-education
provided regarding working surface should be
sanitized or barrier should be placed down before
the medication cart. Staff A picked up the pill with preparing medications. Nurse was re-edicated that i 5
a gloved hand and put it into the medication cup. medication becomes contaminated, it should be
She took the medications to Tenant #9 and he disposed of and replacement should be Used. Polici
consumed the medications, reviswed and signed, Med pass audits put in place
once a month x 3 months, '

W
o

Staff A then administered medications to Tenant
#10. She administered cral medications, tock a A 150

bleod glucose reading via a continuous 3/26/25
glucometer and assisted with Insulin
adminisfration for Tenant #10 in his apartment.
She dialed up the insulin pen fo the orderad

Nurse was re-educated on hand hygiene|policy, gloJe
policy, insulin pen policy, PPE and bichazard waste

number of scheduled units and wiped his arm policy. Verbalized understanding for wheq to don
with an alcohol wipe, She handed Tenant #10 the ’ gloves, Policies reviewed and signed. Med pass audits
insulin pen and he injected the insulin, She putin place chece a month x 3 months.

discarded the needle into the sharps container,
Staff Awas not chserved wearing gloves when
she assisted with the insulin.

2. Review of Staff A's training decuments
indicated Staff A was a registered nurse (RN) and
had an RN Orientation/Delegation document on
1/14/25. That training included a sign off on
medicafion administration/set up.
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3. On 3/25/25 review of policies and curriculums
revealed the following:

- the Insulin Pen policy and procedure indicated
for staff to gather supplies, complate hand
hygiene and don gloves. After the insulin was
administered staff were to remove the needle
from the pen and place into the sharps container.
It indicated to put the cover back on the pen,
store back in the medication cart, doff gloves and
complete hand hygiene.

--The curriculum for the administration of eye
dreps indicated to complete hand hygiene, don
gloves, pull down the lower lid and instill the
drops in the lower lid.

- The curricutum for the administration of oral
medications indicated to complete hand hygiene
and sanitize the workspace prior to
administration. It then indicated to read the
Medication Administration Record {(MARY}, prepare
any needed supplies, complete hand hygiene
again and don gloves if touching any medication.

- The Medication Administration policy and
procedure indicated to remove medication from
the source (bubblepack} and to ensure care not
to touch with a bare hand.

- The curriculum for intranasal medications
indicated to complete hand hygiene and don
gloves prior to the administration of the nasal

spray.

4, When interviewed on 3/24/25 at 10:24 a.m.
the Assisted Living Manager (ALM) confirmed all
MARSs and policies and procedures requestad
were provided. She said Staff Awas a licensed
professional and worked as a floor nurse. The
Assisted Living Manager (ALM) and Staff B (RN)
had gone over processes and system set up with
her. Staff B had also watched Staff A complele a
medication pass and Staff A had received training

on it. Additionally, Staff A observed and received

A 150 %ﬁ‘% %
Amber Jedlicka, LNHA

Director of Health Services

4)152035
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training cn administering medications from
another nurse for a week. She said Staff A had
six weeks of training. She confirmed Staff A did
not have any medication errors, The ALM said
she expected staff to don gloves for the
administration of eye drops and expected a
change of gloves if a door handle was iouched
with gloved hands, Staff were to pull down the
lower eye lid with administration of the eye drops.
Regarding & barrier on the medication cart, she
said staff should be able to punch the
medications info the cup (from the bubblepack)
and if that could not be done, staff would need o
sanitize or put down & barrier. She confirmed
staff were not to touch a pill with a bare hand. If
the pilt was contaminated it would need fo be
thrown away and a spare pill could be used. She
confirmed staff were to wear gloves before and
after handing a tenant a nasal spray. She also
confirmed if a tenant self-administered insulin
{pen) staff were to wear glovas when handling the
pen and disposing of the needle.
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